gap between the two curves tends to be abnormally wide.) The changes in alkali. reserve are also part of an abnormal overall response. 'Normal' hypoglycemia, if the term can be accepted, is an alkalotic condition. Both the hypoglycaemia and the metabolic alkalosis may be abnormal; but the two abnormalities 'fit'. In adults they are probably both normal responses to a metabolic abnormality which may have nothing to do with carbohydrate metabolism. In babies they may not be abnormal at all. The relationship shown in Fig 3 is Common experience appears to agree with the report of Cornblath et al. (1961) that the blood glucose has to fall below 20 mg/100 ml before symptoms result. They also stated that if the level stays so low for a long time (which they did not define) symptoms almost invariably occur. Perhaps the time has come when we should consider accepting this as a definition of a hypoglyc2emic blood level in the newborn. The association of spontaneous hypoglycemia and diabetes mellitus was first emphasized by Allen (1953) . In the course of an investigation into the duration of the obesity which so often precedes the onset of classical symptoms, he found that many of his patients gave as a reason for their excessive food intake the fact that they had episodes of hunger, weakness, sweating, trembling and irritability which were relieved only by eating. He attributed these symptoms to hypoglycaemia and found them to be present in 55 % of 1,207 diabetic patients. The The occurrence of spontaneous hypoglycemia in the earliest stages of the natural history of diabetes in childhood does not appear to be so widely reported. In the majority of children the classical symptoms of thirst, polyuria and weight loss appear abruptly and within a few weeks the diagnosis is made. Although most parents say their children have been healthy up to the onset of these symptoms it is possible that minor manifestations of hypoglycemia could be overlooked. Allen (1953) records the case of one boy diagnosed as having diabetes at the age of 11 years, who had had hypoglycxmic symptoms since the age of 4. Traisman et al. (1959) report hypoglycumia as the presenting symptom in 2 out of 110 diabetic children and Bessman (1960) records 2 such cases presenting in one year. We have recently studied 2 children with spontaneous hypoglycemia which we believe to be due to diabetes mellitus and report the findings in more detail:
Case 1 E O'R, a girl, is the third living child in the family. Her mother, who has two diabetic siblings, was found to have diabetes at the age of 18 years and has had 11 pregnancies. Seven children are living, one died from gastroenteritis at the age of 2 months, 2 died in the neonatal period and one was still-born after 28 weeks gestation. There is no history of diabetes in the father's family. Our patient was born at home and weighed 44-kg. At the age of 3 days she was admitted to hospital because she refused to feed. She showed the typical appearance of an infant of a diabetic mother and her blood sugar was 32 mg/100 ml. Subsequent progress was satisfactory and she was followed up in the out-patient department. An oral glucose tolerance test at the age of 5 years showed the rather unusual feature of a second peak at one and a half hours but was otherwise considered to be normal. Between the ages of 5 and 7 years there was an indefinite history of attacks of weakness and vomiting accompanied by pallor or flushing. These symptoms were attributed to tonsillitis and her tonsils and adenoids were removed at the age of 7 years.
She was next seen a year later when she had a generalized convulsion before breakfast. In the postepileptic phase she vomited and remained drowsy and in this state she was admitted to hospital. On examination she was moderately obese (about 4-5 kg above the 400 -4 DAYS AFTER ADMISSION .
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